How did we get here: Armstrong 7-27
· Great depression and the war contributed to health care through:
· Stock market crashed in 1929 – signalled failure of free market capitalism 
· Governments responded through the “leave the market alone” and only provided minimal relief to those that were vulnerable and most deserving (charity) 
· Depression continued and deepened = started listening to Keynes who went against the norms and said that the government should spend money during bad times and that they should save in good times 
· War supported Keynes theory and Canada even though in poor economic shape when it entered the war put a lot of money into goods and services = expanded employment 
· Health survey for those that didn’t make it into the army showed how health care was a growing area of concern 
· Investment in drugs and technology along with the number of people hired changed the faces of treatment and care as well as brought along the need for hospitals. 
· War encouraged people, brought feelings of solidarity and brought people together – committed to human rights – feelings of shared responsibility 
· War expanded the state to lead to feelings that government should protect and provide 
· War also left significant population with military training and government feared a riot and remembered aftermath of world war 1 and didn’t want a repeat. 
· End of the war also signalled return of economic prosperity, revived business, and though government had cut spending limits during wartimes, ban was lifted and there was increased demand for housing, cars etc, and people had the money save with which to buy these goods. 
· How did we get here: People & Politics 
· 1947 Tommy Douglas introduced the first hospital insurance plan in Canada which allowed everyone who needed hospital care to get it, and hospitals were also paid – although there was fear of government intervention and loss of private control. 
· Plan was successful because: 
· Parliamentary style of government where its hard for opponents of a measure to influence votes by influencing individual members of parliament 
· Way our federal system is set up allows provinces to model for the other 
· Social democracy – allows certain individuals to have a significant impact 
· Practices of establishing a royal commission 
· Accidental logics where Canada focused on hospital construction – hospital services – doctor services, and US targeted groups instead 
· 1957 Government ignored resistance from richer provinces and passed a national hospital insurance plan where it offered to pay 50% of all hospital operating costs
· 1962 legislation left doctors to continue their private practices but was publicly funded 
· 1966  = Medical Care Act 
· 16977 = federal government came up with the established program financing which cut back federal allowances in taxation and gave it to the provinces based on a formula instead 
· Formula ensured that poorer provinces were still being fairly treated 
· 1996 = Canada Health and Social Transfer – further reduced funding 
· All this reduction of help from the federal government caused loss of trust with the public and provinces and so in 2004 the health accord gave $41 billion without strings attached for the use over 10 years, however since no regulation, provinces were free to use this money however they pleased. 

WHAT DID WE GET (27-41) 
1983 = Canada Health Act was introduced. 
· 
· Universality 
· Accessibility 
· Comprehensiveness 
· Publicly administered 
· Portability 

Why is Medicare a symbol? 
· Implies that we care for each other = recognizes that we have a shared responsibility as well as a shared risk 
· [bookmark: _GoBack]Symbolizes commitment to human health as a human right, open to all 
· Provides significant number of jobs, with hospitals and doctors then ensuring payment with no pressure to show profits and are funded 
· Can coordinate care across the regions 
· Gives us a competitive edge in international trade 
· Corporations save money, employers save money without needing to pay their employees insurance. 
Medicare wasn’t completely perfect how:
· Based on cure and treatment, not so much prevention and promotion.
· Doctors had little incentive to also prevent/promoted since they were on the fee-for-service payment system it was in their interests to still see as many patients as possible. 
· Also tried to have frequent complicated procedures done even if not always needed (C-section costs more)
· Group practice not promoted since each doctor receives separate income 
· No support of interdisplinary teamwork 
· Doctors were given the power, and could locate anywhere – left many rural areas underserviced 
· CHA also doesn’t address those acting outside of doctors and hospitals such as home care and social workers
· CHA could be redefined as hospitals are places in which acute care is dealt with – thus leaving out other centers
· Doesn’t say anything about private coverage which allows room for-profit agencies to rear their head 
· Doesn’t guarantee stable funding – without this it is hard to enforce the act 
WHAT ARE THE MAIN ISSUES TODAY (89-117) 
1. Aging population 
2. Wait times 
3. Wait times guarantees 
4. Cost and sustainability 
5. Labor shortages 
PUBLIC STRATEGIES AND SHARED SOLUTIONS (119-144)
Forms of Privatization 
1. Through delivery 
· Decreases efficiency, quality of care and increases inequality in access to care. 
· For profit sectors also typically have a fixed level of activity which reduces their risk in the process which is then transferred to the public purse
· Reduction of labor costs through longer hours, faster work – makes it seem like a “harried business”, patients can feel neglected
· Increases safety issues and decreases working conditions 
· Less job security and union protection 
· Contracted out work – ancillary workers laid off – even though their salary does not make too much of a difference if taken, when compared to a doctors. Contracts also mean job loss 
· More foreign ownership of services =  wage cut for Canadians, conditions decrease, pits workers against each other – decreases solidarity 
· Costs more, and they must show a profit so they cherry pick procedures 
· Increases wait times for the general public, takes doctors away from public care, limited amount of resources and personnel – all must be shared now 
2. Payment 
· Shift costs onto others – preventing the abuse of what would be “free services” (moral hazard) 
· Delists services that they think are no longer “medically necessary” 
· Privatization that result from governments failing to create needed services as new health issues emerge 
· Shift in costs for moving to home care from hospitals 
· Going to cost extra to sort the deserving from the undeserving and takes more time 
3. Responsibility 
· Increasingly held accountable for our own health by media and re-organization of health care 
· Undermines collective risk and collective responsibility 
4. Decision making 
· Decisions are based on money 
· If doctors are allowed to work in both sectors, they are increasingly demanding and more of the decisions will be in their hands- can ask the public to go to for profit agencies unnecessarily 
5. Shift to for profits methods of delivery WITHIN the public and non-profit sector 
· Integration of the system and continuity of care is difficult 
· Transaction/admin costs increase , mortality increases which leads for return to the public sector again 
· Female workers feel bad about neglecting patients – may put in more unpaid overtime = increases their risk of injuries. 
